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C 000 Initial Comments

Report of Biennial Construction Survey by Dennis
| Harrell on 1-8-2016

: Records indicate this facility was first licensed on
 1-1-1973, for 34 beds. Based on this information,
| we are requiring the facility to meet the 1971

" Minimum and Desired Standards and Regulations
* for Homes for the Aged and Infirm, the 1567 NC
State Building Code and the applicable portions
of the 2005 Rules for Adult Care Homes of Seven

or More Beds.

C 101| Existing Licensed Fac- No less than '71 Rules

SECTION .0300 - PHYSICAL PLANT

- 10A NCAC 13F .0301 APPLICATION OF

: PHYSICAL PLANT REQUIREMENTS

The physical plant requirements for each adult

. care home shall be applied as follows:

(2) Except where otherwise specified, existing
licensed facilities or portions of existing licensed
facilities shall meet licensure and code
requirements in effect at the time of construction,
change in service or bed count, addition,
renovation, or alteration; however in no case shall
the requirements for any licensed facility where
no addition or renovation has been made, be less
than those requirements found in the 1971
"Minimum and Desired Standards and
Regulations" for "Homes for the Aged and Infirm",
copies of which are available at the Division of
Health Service Regulation at no cost;

This Rule is not met as evidenced by:

| Based on observation the facility failed to meet

| the provisions of Section 516.1(c) 1. of the 1867
NC State Building Code. Section 516.1(c) 1.

| required sprinkler systems OR fire detecting
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C 101 | Continued From page 1 C 101 e
. . i }J[Q;;l' Sahnpes wH et
devices be installed in all spaces in accordance

with Pamphlets 71, 72, and 74 of the National TR A e

| Fire Protection Association, The Pamphlets )

stated that fire detecting equipment shall be

installed throughout all paris of the protected
| premises including all rooms, halls, storage

| areas, efc...

i Findings include;

. There was no fire detecting device (a heat or
smoke detector connected to the existing fire |
alarm system) provided in both of the staff ;
bathrooms.

C 166, Housekeeping-Maintained Free of Hazards C 166

SECTION .0300 - PHYSICAL PLANT

10A NCAC 13F .0306 HOUSEKEEPING AND | ) : .
FURNISHINGS \J LM lreaer was

{a) Adult care homes shall: ) |
(5) be maintained in an uncluttered, clean and { ﬁmﬁli{d |
| orderly manner, free of all obstructions and !
hazards; 1
(e) This Rule shall apply to new and existing
; facilities.

| This Rule is not met as evidenced by:

' Based on observation, the hose on the hair wash

| wand in the Beauty Salon was long enough to

! reach the sink basin and there was no vacuum .

| breaker provided, Hoses on water fixtares that |
&re long enough 1o reach the flood rim of the
fixture present the possibility of siphoning '

| contaminated water into the water system unless |
a vacuum breaker is installed. |

¢ 183l Fire Extinguishers C 183
- SECTION 0300 - PHYSICAL PLANT
' 10ANCAC 13F .0308 FIRE EXTINGUISHERS
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© 183 Continued From page 2 C 183
(a) Atleast one five pound or larger (net charge) ;
A-B-C type fire extinguisher is required for each .
2,500 square feet of floor area or fraction thereof. Lisre T Hi* P {*J’ :
' {b) One five pound or larger (net charge) A-B-C ,i.g ;.i s é( ey
or CO/2 type is required in the kitchen and, where ﬁ d jon {: / dr Mf u‘
" applicable, in the maintenance shop. P jret §i o SeCis .,f-‘*
! --"uu. T o
1 . ) 2 %'_,_ _f"‘- *-"*' F o a8
| This Rule is not met as evidenced by: fhs B A # Jﬂ,t_“ffy = !/’é
| Based on a review of documents, the range hood Liter &7 f
ire suppression system in the kitchen is not bei ik o !
i i tem in the kitchen i 1 being 4 ;
| inspected monthly as required. Failure to perform j n%ﬂﬁ‘fi’-‘j‘ . f

monthly safety inspections could cause the !
system to fail to work when nesded. :
Findings include:
! The fire suppression system had not been |
I inspected since October. !

c 139! Building Equipment Maintained Safe, Operating C 189

! SECTION .0300 - PHYSICAL PLANT

. 10ANCAC 13F .0311  OTHER

| REQUIREMENTS

I (&) The building and all fire safety, electrical,

| mechanical, and plumbing equipment in an adult :
| care home shall be maintained in a safe and |
| operating condition.

' (k) This Rule shall apply to new and existing
| facilities with the exception of Paragraph (g)
i which shall not apply to existing facilities.

| This Rule is not met as evidenced by: '
i 1. Based on observation, many corridor doors

i are not closing well and/or latching to resist the
| passage of fire and smoke. Corridor doors that
| do not close completely and latch present the |
' possibility that a fire that begins in one space can !
| quickly spread to the corridor and the remainder |
| of the facility.
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' Continued From page 3

. Findings include;
. a. The door to bedroom 6 would not latch closed

because the latchbolt is missing,
b. The door to bedroom 16 was propped open,
c. The door to the office was wedged open,

2. Based on observation the required one-hour
fire rated walls and/or ceilings were compromised
in several locations. Holes and penetrations that
are not sealed with materials approved for use in
one-hour fire rated construction present the
possibility that a fire that begins in one space can
| quickly spread to other areas of the facility.
Findings include:

| a. Unsealed penetration in ceiling of medication

office,

i b. Holes in ceiling of kitchen,
' 6. Unsealed PVC conduits (2} in laundry.

' 3. Based on observation, there was a multi outlet

| adapter in use at the exit/emergency lights in the

. corridor near rooms 5 and 14. Multi outlet

! adaptars are prohibited. Correct the wiring so the
adaptar is no longer needed,

i Unvented & Portable Elec. Heaters Prohibited

| SECTION .0300 - PHYSICAL PLANT
"10A NCAC 13F 0311  OTHER
" REQUIREMENTS
| (b) There shall be a heating system sufficient to
. maintain 75 degrees F (24 degrees C) under
! | winter design conditions. In addition, the
| following shall apply to heaters and cooking
appliances.
(2) Unvented fuel bumming room heaters and
! portable electric heaters are prohibited.
i (k) This Rule shall apply to new and existing
| facilities with the exception of Paragraph (g}

C 189
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which shall not apply to existing facilities.

| This Rule is not met as evidenced by:

" to the prohibition of portable electric heaters.
. Portable electric heaters are a potential fire

i the facility.
| Findings imclude:

! the Administration office,
. b. Aportable electric heater was found in the
. medication office.

| Based on observation the facility failed to adhere
| hazard and as such could effect all occupants of

i a. There was a portable electric heater in use in

F
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